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Abstract
Myositis in the head and neck area may be difficult to diagnose. It may be presented with non-
specific symptoms and radiographically may mimic malignancy. Often a multidisciplinary team
management is essential. Here we discuss the challenges and we aim to raise the awareness of this
condition.
Introduction
Focal inflammatory myositis is muscle inflammation that targets a focal muscle group, aetiology
unknown, generally presenting as pseudotumour with localised pain(1) and a rapidly enlarging neck
mass(2), more commonly affecting skeletal muscles. Clinical and imaging presentations both can
lead to incorrect diagnoses, particularly mimicking malignancy(3). The condition is rare,
particularly in the head and neck region, and fine-needle aspiration/radiology can often lead to
unilateral neck masses being differentially diagnosed as infection or neoplasia. (2)
Case presentation
A 41-year-old female, presented to a local general dental practitioner (GDP) complaining of pain,
swelling on the right temporal area and trismus, unresolving with extraction of a carious upper right
wisdom tooth. With a history of recent jaw locking as well as a previous jaw click, and ear
crackling sensations, temporomandibular joint (TMJ) dysfunction pain was diagnosed. However
conservative management, that included TMJ steroid injections failed to resolve the symptoms.
Subsequently she developed epistaxis and double vision. Imaging demonstrated an infiltrating
lesion in the right temporal region, leading to differential diagnoses of infection or malignancy.
From the results of the cone-beam CT, an MRI indicated a plaque-like tissue at the right orbit floor
and a defect at the right orbital wall (Figure 1). A CT scan was requested, which displayed a right
infra-temporal and a right maxillary antral soft tissue lesion (Figure 2). Additionally, a full body
PET scan showed low grade uptake in the right infratemporal fossa and masticator spaces.
Hematological tests returned with a raised acute phase response, a raised ESR, neutrophilia,
increased IgM, and negative results for ANA, ANCA and rheumatoid factor. Temporal muscle
tissue cultures showed no growth. A tru-cut biopsy revealed only inflammatory tissue, and from
here, the investigation progressed to open tissue biopsy, which confirmed an inflammatory infiltrate
of lymphocytes and macrophages, degeneration and muscle fibre necrosis. An endoscopic
infratemporal biopsy resulted only in an inflamed maxillary antral lining. A temporal and the core
biopsy showed striated degenerating muscle changes and no evidence of neoplasia.
During the time taken to achieve a diagnosis, the developed pterygoid muscle contraction and visual
symptoms - blurring, inflammatory cells in the vitreous of her eyes, macular oedema, and
inflammatory bilateral retinal vasculitis of the veins evident from fluorescein angiography. Her
rheumatology report was one of an infiltrative mass related to a pseudotumour.
Discussion
Focal myositis is a benign condition, but a thorough tissue diagnosis is required for active
inflammatory processes before any treatment was commenced (4). It presents as a localised, painful
enlargement of tissue, hinting at malignant causes, but without associated systemic symptoms(1).
Misdiagnosis can lead to wrong treatment, which can be harmful to the patient, so an exhaustion of
resources to get a correct diagnosis is imperative. Generally oral corticosteroids are good for
treatment, however chronic cases benefit from immunosuppression/radiotherapy(5). In this case,
steroid treatment started with initially intravenous (IV) methylprednisolone, 30mg prednisolone,
and six pulses of IV cyclophosphamide. Our patient has been symptom free for the last six months
although radiographically there is no change. Immunosuppressants, with all their risks, are
beneficial to those with myositis where they may not be with other myopathies(6).
Masticatory muscle myositis, is uncommon. Circulating antibodies target muscles of
mastication, and patients often present with jaw pain (7). Histopathological overlap and
inflammatory biochemical findings are not uncommon with myositis (4). A multidisciplinary team
is required to diagnose and manage these cases holistically - maxillofacial surgery, ENT,
ophthalmology and rheumatology. Inflammatory myopathies are rare, and poorly understood (8),
and management with steroid therapy can produce side effects of steroid-induced myopathy that
mimic relapse (5).
The author would urge any practitioner faced with unilateral, radiographically infiltrative,
pathology (9), to consider myositis as a cause after confirming the absence of malignancy.
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Figure 1: MRI (Coronal view) scan of the right temporal region
Figure 2: MRI (Sagittal view) scan indicating the lesion
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